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Background:  Thrombotic Thrombocytopenic purpura (TTP) is a fatal disease with a myriad of systemic manifestations. Cardiac 
conduction system involvement in TTP has been diagnosed in post mortem examinations. A look beyond the electrocardiogram (ECG) is 
essential in identifying this extremely rare form of reversible conduction system failure.
case:  An 80- year- old woman was admitted with syncope and altered mental status. Her medical history included hypertension. She 
had no recent travel or tick exposure. Initial examination revealed a pulse rate of 20 bpm and a blood pressure of 80/56 mmHg. ECG 
demonstrated a normal sinus rhythm with third degree atrioventricular block and a ventricular escape rhythm. Labs were as follows: 
creatinine 3.18 mg/DL, Hgb 10 gm/DL, platelets 128,000/mcl. A temporary transvenous pacemaker was placed and the patient was 
admitted to the cardiac intensive care unit. A transthoracic echocardiogram revealed normal left and right ventricular functions.
decision Making:  The initial plan was to proceed with a permanent pacemaker implantation. However, kidney function continued to 
worsen as did her mental status and platelet count (nadir of 23,000/ mcl). Given her anemia, thrombocytopenia, renal failure and altered 
mental status a diagnosis of TTP was entertained. Further laboratory work showed a low haptoglobin and an elevated LDH indicating a 
hemolytic state. A peripheral blood smear confirmed the diagnosis by demonstrating numerous schistocytes. The patient was started on 
plasmapheresis and after the third session a 2:1 AV conduction was noted. With additional two sessions a 1:1 AV conduction was finally 
established indicating recovery of the His- Purkinje system which, as oppsed to AV nodal recovery from stress, is very uncommon.
conclusion:  A thorough assessment must be done in any patient with new onset complete heart block. Reversible causes can sometimes 
be identified leading to management of the underlying pathology while preventing unnecessary permanent pacemaker implantation.
